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In the preparanon of this report, Cecilia fohnson, M.D. Health
Officer of District 1V, San Franaso, Department of Public Health,
shared her long years of experience in the Chinatown ares. Mr. Rudy
Kao, who was employed as the firse Chinese social worker during the
important years in which home health services to Chinatown were
planned and intated, provided invaluable  information concerning
the history and Gultere of the San Frandiso  Chinese population
and the methads used in gaining acceptance of the sefvice. Mirs. Carolyn
Chan, who was employed as the first Chinese nurse by the agency,
and who oftered the first training course for Chinese homemaker-home
health aides, contributed valuable knowledge concerning Chinese arti-
tudes toward health wre and the methods wed in implementing  the
delivery of health care aspects of the home health services. This report
could not have prosented an accurate account of extension of services
to the Chinese population without their help.
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FOREWORD

The successful cttost of the San Frandsco Home Health Service. which
brought much-necded homemaker-home health side services to hundreds of
cidetly people in San Frandisco's Chinstown area. is an inspiring example of
what can be accomplished in the health care dedivery ficld when local initiative
and professional expertise are combined with strong community support.

The Bureau of Community Health Services believes that this illustration of
the potential of in-home services—viewed not only as an alternutive to costly
institutional carc but as an appropriate and indicated type of care—has vital
significance for all concerned with long-term care throughcut the country.

After years of searching for an effective way 10 expend its services into
Chinatown (adjacent to an arca already served), the San Francisco Home
Health Service took advantage of the founding in 1966 of Self Help for the
Elderly, an organization staffed by Chinese and located in the heart of China-
town. Eventually, rwo-thirds of the home health agency's Chinese referrals
came from this group. Simultaneously, the agency was fortunate in securing
a bilingual social worker and a bilingual nurse. Under their leadership the
language barrier, formerly impenetrable. was broken, and the program was
successfully launched.

The language bartier—which represents a culrural batrier as well—exists
in many inner-city areas of this country: if it can be overcome as completely
as it was in this Chinatown Project, through patience, undersanding. and
a creative approach, then similar gains are possible everywhere.

The cooperation of Self Help for the Elderly and of the Chinese Hospital
were essential o the program of the home health agency, clearly demonstrating
the key contribution that existing indigenous institutions can make to the
provision of in-home services in any ared. It should be noted that the San
Francisco Home Health Service began to aid Chinatown in response to
special needs that community groups had long secognized and fully analyzed.
Finally, the program remained flexible at all times, providing home health
services to the fullest extent fequired and in a completely acceptable way.

PauL B. BATALDEN, M.D.

Assissanr Surgeon General

Acting Director.

Bureaw of Communisy Health Services
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BACKGROUND

San Francisco's Chinese community has occupied 4 unique place in the
Jity's history. The city hav boen Juracerized as “cosmopolitan.” It has
carned this reputation in part becase of the variety of its sclf-contained
endaves, cact representing difterent and unique aspects of language and
culture. Linde Jealy, “Rincon Hill™ (old Russian Hilly, "Japan Town,” the
rapidly growing Mesiaan community in the inner Mission, and later “White”
Russiant settlers i the mner Richmond, and the laege post-World War i
black communmiry in the Weswrn Addition and Hunters Point. For “old”
San Franciscans. and in 4 ditterent way for the tourist, Chinatown occupics
2 very special place, There have been Chinese in California since the period
of serddement connected with the Gold Rush, and in San Francisco for
Amost as long. The port of San Frandisco, often described as the "Gateway
o the East” carned ins title becise it was the port of entry for the ships
which brought tea. silk, spices. rice and other cargoes, the most important
of which were human—the wwlics who buile the railroads. worked  the
mincs, provided cheap labor av domestion as laundry  workers, as cooks,
and as sweated workers in illegal manufacturing enterprises.

The glimour of Chinyown, the “core” territory of the city's Chinese
population, represenes, for tourist and old San Francisco resident alike, a
melange of beautiful ladies, objers ar, strange tand usually  delicious)
food, the fearfully exciting stories of tongs and tong wars, and the affectionare
memorics of long gone faithful bouscboys. For the students of the 30s and
40s. it was the territory where they could cat and talk with cheir black
friends when other community restaurants refus-1 service, and where int-
poverishod newlyweds could find interesting fus. iture, durable and lovely
cothes, and sers of beautiful peasant ware—all inexpensive. The gilded
balconies, the “temple] the theater, the quaint telophone  exchange, the
strangely haunting music. the parrow streets and the mysterious  painted
storefronts huve been a part of the dry's tourist industry for years. Willow



baskets of snails, tanks of live fish, grocerics with shelves of oddly labeled
bortles and cans, packages of candied coconut and ginger and fine spices
have all been 4 part of the adventure, the facile use of chopsticks a mark
of the “in" group of regular visitors. The loss of cach landmark has been
an occasion for regret for fond, nun-Chinese residents of the city, a modern
garage under Portsmouth Square, a towering and ugly motel (for tourists,
not for Chinese), cocktail bars with pscudo-oriental facades, and millions
of pseudo-oriental souvenirs at low prices.

Only the exterior of Chinatown has changed over the years. The con-
saancs—slum housing. exploitation, poverty with its serious health problems
as an inevitable by-product—have remained.

Chinatown is a ghetto. Like those in all ghettos, which by their nature
are enclosed, its inhabitants have been unmable to pasticipate in the life
of the surrounding community. They have been unable to draw upon those
community sources of help which have been available to others. It is a
ghetto which, in some respects, differs from the ghettos of other racial and
cultural groups. The enclosure system in other ghettos has almost invariably
been imposed externally. This has been equally true of Chinatown. For the
Chinese, however, thete have also been strong internal influences which
have, until very recently, held the Chinese to the “core” area of Chinatown, an
area of a few city blocks. It is estimated that 37.235 Chinese live in the
“core” area of Chinatown. With 1970 Census figures of 58.696 Chinese for
the whaole city, therefore, about 60 percent of the city’s Chinese population
is crowded into one-quarter of a square mile.

The externzl factors which have kept the Chinese in their ghetto are
those usually found in any ghetto situarion: protective covenants in other
areas of the city, now illegal bur still covertly operative. and the general
scarcity of low cost housing which affects all Jow level economic groups
(13,630, abour one-third, of the population in the core area are classified
as “poor”). Internal factors of language and culture have also acted as
barriers t0 integration. These latter are perhaps far stronger among the
Chinese than among other groups, for included in “culture” are the ties
of clan and kinship which extend beyond the nuclear family and beyond
the extended family as ir is understood in western terms, o the clan—to
all persons bearing the same name, to families originating in the same
district of the homeland, 10 a set of complex interrelationships involving
obligations, responsibilities, and ties based in long, firmly established tradi-
tion. These are by no means exclusively positive: they involve, as well as
certain aspects of protection, the imposition of restrictions and hardship.
San Francisco Chinatown is a central and imporaant community for the
Chinese population of the United States, the headquarters of the Six Com-
panies and of similar organizations and associations which exercise consider-
able control over the lives of the population—over employment for Chinese-
speaking workers, over a good deal of the available housing: over business

.
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and employment. They are internal organisms which operate protective
enterprises, they act in a legal capacity for the Chinesc-speaking population
and, until recentdly, were the major resource for the immigrant as well as
the old resident in most sitvations: those involving adjustment o 2 new
country, earning A living. maintaining 4 family. managing in a world in
which virtually every aspect of life is vastdly different and largely incompre-
hensible. Language for the Chinese population has been a difficult, almost
insurmountable barrier o the outside world, and, until very recently, one
which has reccived virtually no attention from the host community. If
Chinese have “preferrad” 1o live in Chinatown, where familiar food and
familiar language have to some exeent cased the transition for the immigrant
and provided 4 kind of s ourity for the old residents, that preference has
been reinforced by some very practical necessities.

In this difficule and complex situation the most significant facror is related
to the bizasre history of our immigration laws with respect to the Chinese.
Loopholes in the Exclusion Acts and in subsequent legislation—specifically
those which permitted the righr to confer derivative citizenship upon the
alien born offspring of American Chinese citizens, in the face of the restrictive

3
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quotss - have produced a siiation i which many Chinese came nto the
country by falsfying theis names and ther relationships 10 Chinese-American
atizens. Chinese nuades who came 1o the United States tradinonally returned
to their familics 10 China 10 visit. These visits were frequently followed by
rhe declaration that hildren had been conceved in China, Later,  these
children were permitted to enrer the United States as offspring of American
citizens. The fear of discovens when the relasonship - was falsified  has
afected families and their offspring here and bas ked 10 4 general unwilling.
ness to come into contact with those outside the  Chinese community.
Since these arrangements most frequently were paid for, cither through the
acceprance of Jong term indebtedness or through repayment o terms of
labor, a form of internal Control has existed over an unknown but probably
sizable group of Chinese. The fear of all owside intervention, even when
it is intended 10 be belpfol, has boen 4 powerful factor in maintaining the
inward pull of the Chinese communiry. More recentdy this has been com.
plicated by the increased immigration which followed the Immigration and
Nationality Ace of 1905, and by considerable division in political and social
aritudes: between the “old” Chinese, with their ties 10 the traditions and
customs of a4 homeland which no longer exists, and the new young gencera.
tons of American-born Chinese: between the dentification of the “establish.
ment” with Nationalise China and the identification of young American-born
Chinese with the country of their birth. It is to 4 latge extent this laceer
group which has begun o open Chinstomn 1o the services and facilities so

badly needed for ies population.

The Population

Precise data concerning the composition of the Chinese population is not
available for the “core”™ arca Most dats indude that section of the Chinese
population, usually American-born with young familics, which have moved
into the inner Richmond. Population statistics from the 1970 census and
other sources indicate «hat in Public Health District IV (which includes
the adjacent Italian North Beach community s there are approximately
18470 persons under the age of 21 4 pereent seceiving AFDC payments ) .
Surveys by Planned Parenthood of the Chinstown population indicate thae
Iong-term resident families have ended 1o be small in number. Immigrans
familics, however, have averaged about seven persons.

With respect 1o the dlderly, more speciic data are available, The San
Francisco Department of Public Health Annual Report for 1970 ¢stimates
the over-65 population at 20057, acarly SO00 clderly are over 75, and the
district health officer seports thar there are 92 individuals in the districe
over the age of 100, Ir i estimated that there are between 8000 and
10000 elderly poor in the Chinatown area. Approximately 7 10 9 percent
of the immigrants eotering Ieaween 1965 and 1969 were 60 years or older.
Roughly 380 0 500 clderly movid into Chinatown during this period.

4
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There is a feversal in this population as compared with the rest of the
community: men outnumber women, the single clderly male predominates.
This follows the immigraton pattern: the importation of male laborers; the
immigration of males intending to establish themselves before bringing their
familics, or to return fo their familics in China when their working days
were over, selective preference in immigration laws (i, the seven “pre-
ferred” categories which plied merchants and professionals, usually men,
high on the fist).

tlousing and Licalth

It would be impossible w0 list the problems generared by this Jdensely
populated community in the order of their importance; they are interrelated.
Housing, if not first in importance, is certainly responsible for many of the
problems that profoundly atfeut the community. The word “cubicle” is com-
monly used to describe this housing. Tenements in which single rooms
house ¢ight or nine persuns, rooming houses in which living space is divided
into boxlike units with a single kitchen and single bathroom to serve 2
three- or four-story building: families packed like sardines into unventilated,
poorly lit, closct-like living space This s the general rule 10 Chinatown.
The 1960 census indicated thar over one-half of the available bousing
units in the afca Were one-room units (the total number of units for the
area was 28.548). Siill, housing is expensive. Rents for a single unit were
listed in a 1970 survey of 56 houscholds at $80, rents for three-room units,
housing three to nine persons, ranged from $86 o $220. The waiting list of
the San Francisco Housing Authority lists 1,075 applicants for housing, of
which one-third are for single elderly persons, onc-third are for two-person
elderly households, 30 are for ¢lderly heads of families sequiring two to four
bedrooms (probably disabled heads of households). and 400 are for non-
elderly households. The Ping Yuen housing projects, built in 1958 and
1969 housing 428 familics, have barcly touched the surface of Chinatown's
housing needs.

Chinatown has always had a high incidence of tuberculosis (three times
as high as the rest of the community); malnutrition with its associated
problems is prevalent. the fesult of a combination of poverty, cultural food
habits with low prorein consumption, avoidance of milk and dairy products
(among imsnigrants particularly), and the use of polished rice as a staple.
Neither infant mortality nor marernal mortality are high, but the 1971
death rate for the district was 17.2 as compared with 120 for San Francisco
as a whole. District IV has the highest death rate and the second largest
aumber of deaths. Venereal discase rates are substantially higher (gonorrhes
2,3760 per 100000 as compared with 1.642.3 in the general population:
syphilis 280.5 per 100000 as compared with 173.8). The incidence of
chronic disease in diagnostic categorics related to aging is understandably

high.



The incidene of mental ilness and emotional dificulty is very high.
The stereotype of the calm, unemational oricntal docs not prevail. Fear, the
conflict. between the “old” culture and the new envitonment, between the
young and the old, the pressures engendered by crowded living, depressed
working conditions, complex controls related o the roles and functions of
the traditional organizations which have aceed as interpreters of the sur-
rounding culture—all these factors produce  depression, paranoia, and a
host of bizarre behavior patterns, as expressions of the uncqual seruggle
to make even o minimal life adjustment.

Community Services Available to the Chinese Population

Prior to 1965 community scrvices available ro the Chinesc population
were Jimited to0 the two major public scrvices—the Health Department
and the Department of Social Services—and to services provided by church
groups, usually social and educational, with sporadic services from voluntary
agencies outside the Chinese community. The Chinese Hospital, located in
Chinatown. had no out-paticnt department and, although some younger
familics went outside the arca to our-patient clinics of the various community
hospitals. older residents and immigrants tended to use only traditional
sources of health care: herbalists and those Chinese physicians located within
the arca. International Institute, located outside Chinatown, offered limited
services to immigrants.

The powerful influence of the various Chinese organizations tended to
foster the belicf that the Chinese had their own effective methods of caring
for the necds of the population. To some extent this has been teue. Chinese
schools funded by these organizations kept language and customs alive: it
is estimated that more than half of the housing is owned by these organiza-
tions. and the prevalence of Chinese-owned power machine shops, which
provide a good deal of the employment in the area, led ro the comforeable
conclusion that the Chinese community was self-sufficient.

With the changes in the immigration laws, however, this comfortable
conclusion could no longer be sustained. Most Chinese newcomers to the
United States, entering cither Jegally or illegally, came to San Francisco.
During 1971, for example, about 14,000 Chinese entered the United States.
It is estimated that one-fourth of these stayed in San Francisco, most of
them preferring o remain in Chinatown. Health, houring, and educatiogal
facilities were (and are) unequal to these pressures.

The Elderly in Chinatown

For the 10,000 eclderly Chinese in Chinatown, particularly the elderly
poor, the story has heen one of pain, deprivation, fear, and bittorness. Life
in Chinatown has been a muargingl existence of discase and dependency
under the worst possible living conditions.

| 6
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Home makmyg  Hame
Health e

The San Francisco Home Health Service
(formerly The San Francisco Homemaker Service)

The San Francisco Home Health Service was established in 1957 as a
homemaker agency emphasizing services 1o the aging population. While it was
intended as a resource for the whole population, about 90 percent of its
services were utilized by aged poor and marginal income groups. The agency’s
initial objective, 1o provide elderly individuals with simple  homemaker
services (i.e. shopping, cooking, environmental maintenance) for short
periods of time, proved unrealistic because of the nature of the neud.

By the end of the firse six months a picture of need emerged which
was o femain constant over the next ten years and was to be reflected
by other agencies actoss the country whencver similar services to
adults were offered. First, of course, was the emphatic evidence of the
vastly under estimated numbers of those in need. Ar the end of the
fiest six-month period, applications for service had mote than tripled.
It continved to rise over the years, has never “leveled off,” and at no
time in the agency's history was the agency able to accept mure than
one-third of these applications.

-
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Most amportant 1o future ploning was the namire of the peed.
The well wped  divndual i neal of supplementary  assistince did
not appear 1 sginticant aumbers. The problem clearly existed as one
primarily gencrated by the presence of serious chronic disvase with heart
disease, cancer. stroke, and discases of the bones and joints heading the
list, often i combinaton with other illness (i, diaberes, defects of
vision). The supporting family which was presumed to exist, did not,
in an age group 10 which the median age was in the ~0's with almost
one-fourth of the group over the age of 80.

In the wotal group, women outnumbered men substantially; about
twoethirds of these women lived alone (half of the applications from
men were also from those who were alone). Where o family group
did exist, other family members were often also advanced in age and
diagnostically fitted o the same categoties of chronic disease in
approximately the same proportions s those described for the referred
applicants. Additionally. there were in the grour 4 substantial number
of individuals whowe need was not shortterm and therefore did not
terminate conveniently.

These were the truly chronie panients whose intensity of need
fuctuated from day 1o day or week 10 week, With assistance ranging
from part-ume and minimal help 1o more concentrated care they could
be maintained at home for lung periods of rime—cven for years, as
it developed. Terminaton of scrvice often meant rapid deterioration
and ins-itutional placement. They could not be considered as candidates
for institutional care since home care plans could be perfectly feasible
as long as supervision and the necessary assistance was adapred to
current necd. Once the plan was made it became impossible for the
agency to terminate service in view of the clear consequences.

By the end of the first year & standard of eligibility had been
worked out. The service was available (to the extent that funds were
provided for service) to those who, because of chronic illness, could
be feasibly maintained at home with agency supervision. “Feasibility™
was determined by 4 varicty of factors: selection of the home care
plan by the paticne as 4 matter of choice, availability of medical super-
vision, ability to maintain the plan with part-time assistance  (except
in emergencics o periods of very limired duraiion 7. Neither the presence
of a “responsible selative” nor the projection of rime-limited services
were cligibility factors. The chronically il adult in need of in-home
assistance is ar least wmiambulatory and semi-housebound. I he were
not, he wouid not need this type of assistance. The delivery of medical
services in the home has diminished steadily and the extension of cliric
services into the home s relatively rare. But more than this, the
assumption that the private physician or the clinic is in a position t©



asscmble and woordinate necessary  wommunty  follow-up is, 10 say
the least, an unreasonable expectation. The source of medical care 18 in
a position, ideally, 1o mdiate the swrvices neoded and o direct them
and this is where the confusion arises when the physician is designated
as the “team leader” or the “wordinator.” There must first be 4 “team”
available o him: a tam which, for the chronically il patient, is
by policy dedicated to long-term service and which has available both
the knowledge of what exists in the community and the physical
resoutces ta bring them into play in the fluctuating partern of need
which is present in long-term illness.!

In order to provide the array of services which might effectively meet
the needs of this populason, the ageney attempred first a cooperative program
with the county Depastment of Public Health in 2 demonstration funded
by the Ofhice of Long-Term Care Services, CCommunity Health Services,
Health Scrvices and Mental Health Administration. When this approach
could not be mainuined. the Homemaker Agency moved quickly to the
development of an independent Home Healtn Service, offering in addition
10 the scrvices of homemaker-home health aides, nursing scrvices, social
services, physical and occupational therapy,  (contract services) and, incer-
mittently, meals-on-wheels, provided through arrangement with an independ-
ent bur cooperating scevice. The federally funded project initially stimulated
staff awareness of the needs of the Chinese population. When key areas of
the community in need of extended services were idencified, the situation
in Chinatown was repeatedly stressed by the staff of the health center in
District IV and the necd for special planning was accepted by the agency.

The Agency Reaching Out to The Chinatown Area

Between 1957 and 1965 there were three referrals of Chinese patients
to the agency. One from the outer Richmond was a request for short-term
care and, since there was no language problem the service was provided.
The other two were from the Chinatown arca, and in both instances the
requests were initiated either by the paticne or family members. Actempts 10
set up planning visits proved unsuccessful, both because of language prob-
fems and because efforts to find a way to offer help were rejected. During the
first six months of 1965 only one referral of a Chinese patien. was received.
This time a volunteer interpreter was found, buc service was again rejected.

The agency from its inception provided considerable service o the
Italian population on the burders of Chinatown, and since agency staff
worked closcly with the staff of the Districe IV Health Center, there were
continued discussions of the problems in the Chinatown atca which increased
steadily. The problems of aging and chronic illness in the “old” population

'\ Home Health Sertices and Public Health, Final Demonstration Projet Report.
san Francico Home Health Service, February 1969,
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and the complex problems of grealy incrcased numbers of new mmigrants
caused concern and o s of frustraon, Consistently, discussions poinged
W0 several mugor obstades o home health services in the Chinatown area,
The first of these was linguage. The ageney had mec the aceds of various
non-English speaking groups, employing homemakers who spoke  Russian,
German, Spanish, and, at warious thnes, workers who could meer other
Linguage needs. Those sitations, however, had one thing n common: all
emplovees: were hiligaal. Supervision, reporting and recording did not
present significant preblems. Nor in the groups served was there great
disparity in customs or n attitudes toward health care,

Particularly the problems of the Chinese have received 4 great deal of
ateention over the past few years, The senior citizens of this group
have experienced Tifclong isolation from the mainstream of American
hfe. Almost vnsurmountable dificulties in learning  English, lack of
education, Jow paying jobs and & general foreignness contribute ro chis
state of attairs. In addwion, many of them have limited knowledge of
western medicne and use it only in extreme crisis. They might neglect
thetr health care in our way of looking 4t it. When they finally seek
help, hospitalization or plicement in 4 nursing home might present
the only alternative, But bocune of the advanced stage of the illness
it might prove of litde help. When these patients dic in the hospital
or nursing home they ser a faarful precedent for cheir friends, Hospiral
or nursing home becomes synonymous witk death. It contributes to
their seluctance 1o seck western medical help ar an carly stage. Death
away from home is not desirable. The cultural heritage demands
that “a person dic in his familiar surroundings in order that his ghost
will not get lost and wander abour.” *

Here it must be pointed out thar the provision of services in the home
differs considerably from other community services with respect to the need
for communication. The occasional visit o a social agency, a physician’s
office or 4 clinic can be dealt with, if nor well, ar feasc with 2 possibility of
a minimal exchange, or througn an interpreter. This is ot possible when the
services needed involve the activities of daily living: the need to communicate
on a4 continuing basis concerning both the minutiae of daly life and more
basic issues of a centr! health problem.

Late in 1965 the agency developed a relationship with one of the church
groups, Cameron House, and what appeared 1o be a hopeful beginning
was made. Cameron House, san established institution in Chinatown for
many years, financed by the hoard of National Missions of the United
Presbyterian Church, provided a center for club and recreation  activities

“Seatomcnt ot a4 Preblem. Chinatown-North Beach Heaith Care Planning and Develop-
ment Corporation, Februsry 1972,
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Speech Therapy

for boys and girls and had developud some adult study groups and a
tutoring program. This was 4 period when there was 4 good deal of cmphasis
upon educational remediation for various cthnic groups in the community
and the prospect of drawing personnel with even limited English from this
prog-am appeared encouraging. A referral was received from Ping Yuen,
the housing project in Chinatown. This referral appeared to be feasible for
home care except for language. The seferred patient was a single man with
an acute cardiac problem. Neighbors helped the agency worker with the
initial assessment, and. for the firse time, it appearcd that the serviee wauld
be acceptable. With this referral as irs focus, the agency’s social work
supervisor approached Cameron House. In the group at Cameron House
one bilingual Chinese woman was Jocated. She was & woman of ¢harm and
considerable intelligence, had been well wducated in China, and was willing
to try to work as a homemaker. She received  onethe-job  training  and
remained the only Chinese staff member for 4 year, providing scrvice o
the occasional Chinuse referrals as well as o lralian referrals from the North
Beach arva.

Although increased  referrals were not numerically impressive,  agency
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staff continued to learn about the need for service through its contacts
with the health center The community's awareness increased as well, and
in 1966 the agenty made a determined offort 1o develop a Chinese-speaking
satt of homemakers, chrough which aggressive case finding might be estab-
lished. Cameron House collected o group of Chinese women who expressed
nterest in the work. This willingness was significant. Along with the language
difticulty there had been a prevalent impression that Chinese women would
be reluctant to accept employment of this kind because of the personal
aspects of the work. Arrangements were made for a meceting between the
social work supervisor and this group, with an interpreter  provided by
Cameron House to assist with initial explanations. When the agency worker
arrived she did indeed find ten smiling, attractive women, willing and
cordial. The interpreter, however, was unable to come and it was evident
that none uf the women had the minimal bilingual facility which would be
essential for training and supervision. Worker and prospective applicants
smiled and parted. But the impression remained that there was indeed a
potential statt in Chinatown if only the linguage barrier could be breached.
Ie should be pointed out thae this situation was not unique. For many years
well baby conferences had been provided by one Chinese-speaking non-
Chinese physician, and in the years prior to this efforr Northeast Health
Center relied on a single Chinese nurse. The situation did not appear hopeful,

Bur 1966 was the year of significant development for the Chinese
service in the agency. The agency had continued to hope that it could
serve the Chinese population by adding bilingmal Chinese homemakers to
the staff, integrating these workers with the regular staff, and using the
supervisory skills of the existing professional staff. Because of limited funds
available and the relatively small Chinese caseload which was anticipared,
this appeared to be the only feasible approach.

The desirc o maintain an integrated staff was based upon considerations
which were mor¢ important than those of cconomy. The agency had, from
the beginning, stressed something more than a structured “team” approach
t¢ service. Homemakers and professional staff shared experiences on a
continuous basis. Cascs were discussed in general sessions, at lunch, in indi-
vidual conferences. Virtually every staff member was familiar with the cir-
cumstances of individuals receiving scrvices and could move and shift with
a minimum of difficulty. The agency's policies were strongly related to a
particular set of skills and, more important, of acitudes which enhanced
comfort and security, which ncouraged flexibility and autonomy. A great
deal of effore had been invested in developing the warmth, the objectivity,
the acumen in making observarions, the capacity to give and ake supervision
comfortably. Existing bilingual staff had shared with other staff members
their knowledge of the customs. the culture, and the special needs of the
groups they served, enriching the entire staff and enlarging the scope of
their capabilities.
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Altering this appraach for the Chinese population apprared threatening 1o
this ammosphere. There was comeern thar the agency might be, in offect.
cstablishing an island within v wallse that administration and supervision
would be difficult at best; and that some of the essential quality of the
services might be lost to the Chinese population. At this point, however. it
was apparent thar there was really no possibility thae remedial and tutorial
efforts were going to produce potental bilingual Chinese: workers in sulii-
cient numbers to serve even s limited Chinese cascload.

The practical solution to the problem was obvious. If bilingual swpor-
vision could be found, homemakers (and later home health aides) need
not be bilingual. The agency would rely on the quality of the bilingual
supervisor to transmit to Chinese homemakers the special qualities essential
to the services and o undertake the task of educating the agency staft to
the needs of the Chinese group served.

Late in 1966 the Chinese vocational counsclor at the California Depart-
ment of Human Resources (then the California Department of Employment)
referred s young applicant to the agency. He had returned to San Francisco
after a period as 4 social work assistant and later as a social worker in the
Public Welfare Department of a Northern California county. He had had a
year of graduate social work in a Sute college. He had worked in San
Francisco initially as an interpreter in one of the social agencies. The dean
of the graduate school recommended that be have a periad of employment
before returning to graduate school, noting that he “hadn't absorbed Ameri-
can values” He had lived most of his life in China and spoke six Chinese
dialects, an advantage which the agency would not appreciate until a good
deal later. He spoke fluent English and made an excellent impression on
the agency supervisor. Whether or not he had at that time “absorbed
American values.” he subsequently displayed a deep dedication to his people.
coupled with a profound knowledge of the problems of the Chinese in
Chinacown and the complicated situation in which they lived. He was
employed as the social worker for District 1V, with combined responsibility
for the Chinesc and lalian cases. A second Chinese homemaker  (non-
English speaking) was employed. and this group—one social worker, two
Chinese homemakers, and cight non-Chinese homemakers— made up the
district stafl. The agency was now in a position to extend its services into
Chinatown.

Important changes occurred in 1966, for the agency and for Chinatown
as well. Within the agency the need for health services had become pressing,
The cascload was made up cdmost entirely of chronically ill adules, 20 percent
of them over the age of 80 and almost all with major chronic disabilities.
These facrs. combined with the termination of the health center project which
had provided nursing supervision and an emphasis upon health orientation
in staff and scrvices, made the nexe step in policy a foregone conclusion.
A nursing staft, begun late in 1964, had increased gradually. In 1966 an
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adequate rano of nurwes w0 ascload was hieved. Maals-onewneels was
Aready avawdable through the Women s Auxihary of the County  Medical
Saciety. Nutnion servines and, under comract, oceupattional therapy, physical
therapy, and speceh thorapy sonvices wore aadad. CThe agency subsequently
applicd for and recevald ceraticanon as a home health agency under Medie-
Cafl )

Homanahany i the agondy mad T sane e been tramned 10 provide
“pensondl care—onwentally the sane services deseribed as appropridie © a
new wategory ot worker, the “home health aide” Development of  such
polyvalen” paraprotessiondis, who wuld combine: anvironmental and - pr-
sonal support with speane hedth telawd services (hathing, transfer acuvities,
asistagiee with ambulaoon, cte.r was implemented through the development
of & training program. A waiming grant was obramed for this purpose. It
Was signiieant tor services 1o e Chinese populanon because of a simul-
rncous deasion o devcdop and implement - training program  specially
gearad o Chuese homemaker-home health aides aad o0 the spectal needs
of the populinon they would serve. Although this might have appeared
optimistic in wnns of the very smadl number of referrals which had been
received, a4 secend devdapment encouraged the ageney 1o invest heavily in
g for an antapated rapid increse in Chinese referrals, This was the
establishment of & new  amernal” Chinese agency with funds from the
Economic Opportunny Commuttee. Self Help for the Elderly, locuted in
Chinarown, was organzed in 1906, ks tunctions were: “"Providing social
casework and counselling, housing and  relocation, employment  services,
portable meals program and referral services. Serving prople over 45."

For this ageney the prospect of inchome services geared 10 clderly
Chinese offerad an important resource. It appeared  evident that referrals
were going 1o increase because of the presence of Seif Help, staffed by
Chinese and sitiated in the core area of the Chinese population. Subsequent
experience supported this expectation. More than two-thirds of the home
health agency’s Chinese referrals were 1o come from Self Help.

The establishment of 4 separate training unit for Chinese paraprofessionals
involved, first of wll the conversion of the standard training program for
homemaker-home health aides. This was not simply a translation, although
selected marerials for both workers and anticiputed consumers of  service
were prepared in Chinese. The adaptation of hese materials so that the
essential principles and purposes of the servie s would be understood and
aceepred by groups whose cultural patterns difiered in essential aspects was
the most important clunent i dhis dtorr. Goals in - service for the géneral
agency population involved the tsual combination of asessment, establish-
meat of 4 creamment plan, and implementanon of the plan with services
directed woward masimum rehabilitation, Goals for the Chinese population
involved (14 interpretation of the positive values of western medical care,
2y establishment of an acceprable channel of medical supervision, (3) re-
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structuring autrttional and hving patterns, ) interpreting personal carc.
f many Chinese an unaceeprable form of care, and (571 developing and
aipportng channcds o available CONMMIMUNILY TUSOUTCCS.

Setting up 4 new unit imvoliedlocanion of a training site which would
be adapred 10 the speaal needs of trainees, preferably in Chinatown, and
preterably in a4 health setting or something close to it Ie involved Chinuse
spraning faculty, necessanidy brlingual. sinee @ key clement in training 18
o identitication with agency philosophy, policy, and services, Tt involved
recritment of trasies with personal warmth, wlerance. judgment,  the
capacity o adapt o widuly dittening stiations, and interest in and aptitude
for the aquiition of specialized and varied knowledge and skill.

Although the ageney annapatd ditteuley, it quickly Jocared o training aite
and acquired @ ibnguad facalty, Chinese Hospital, 3 tax-uxempe proprictary
howpital 1 Chinatown with 4 stati of both Chinese and Caucasian physicians,
had not proviously dovelopad srrong relationships with community agencies. It
had no outpatient departent and served - mostly the middle class and
atfluent € hunese popuianion. With the increased pressures within Chinatown,
1 wonesponding nccase i self-conaousness in the Chinese community
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concerning its problems and the nead for internal effort began 1o develop.
This, together with e infusion of new interest in the form of young
community-mindcd physicians, ateciad most of the traditional astitutions,
including Chinese Hospital. 1t bocame the site of the homemaker-home
health aide training program in Chinaown, and its prrsonnel and facilities,
dapted wies special community. proved invaluable,

Considering the dearth of bilingual professonal seatf, core faculty was
obtained with surprising case. For oricntation, agency  policy, and the
interpersonal, or growth and development sequence, the new agency social
worker functioned as faculry.

A bilingual Chinese nurse was found in Chinese Hospiral. She was quite
young and somewhat fearful of the aching responsibility, but, like the
swcial worker, she had been born in China and had herself experienced the
transitional problems of the Clunese in Chinatown. She had a deep identifica.
tion with them and 4 very real understanding of their needs. She had a
special interest in providing care ar home. Following the termination of the
training proice she became nurse-supervisor in the agency’s Chinese unit.

A third bilingual faculty member was the agency's nutritionist. The
fact that she was Chinese and bilingual was simply fortuitous; the position
of nutritionist was open and she applied. She developed nutrition materials
in English for the general saff and in Chinese for the unit where she
functioned as consultant in the development of general and  specialized
skill in nutrition.

This staff, under the general supervision of the agency's training director,
began the work of adaptation and training.

The Adapted Training Program

The Standard homemaker-home health aide training program stresses:

L. The meaning of organized versus individual service, and the responsi-
bilities related to organized services.

2. Services policies which protect buth the recipient of services and the
worker: adherence to the assigned plan of service, to assigned hours;
identification of common problems with respect to requests for unusual
service of activities which are unsafe; observation skills: the effective
use of supervision, espevially when unusual situations arise; and, of
course, agency personnel policies.

3. Understanding behavior in terms of both insight for the worker and
factors in personal development, and in individual circumstances which
produce varicd individual response. The development of tolerance,
acceprance, and supportive responses.

4. Skills.

Homemaker-home health side skills stress the maintenance of a safe,
health environment, the provision of good food well prepared (includ-
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ing, of coursc, general and specialized nutritional needs), interpersonal
support and the maintenance of restoration, as far as possible, of a
normal way of lifc, or at least the recovery of maximum security of the
individual in his personal cnvironment. They also include skills which
are specific to the ueatment plan for the particular health problems
of the individual served. mostly those involving the activities of daily
living: bathing, shampooing, shaving, dressing, ambulation, development
of maximum independence.

s. Observations of physical change, temperature, pulse and respiration,
special problems, and carefully delineated occupational and physical
therapy activities arc also included. Careful adherence to assigned tasks
and use of supervision are stressed throughout.

For some Chinese trainces, adaptation of this training content presented
some special problems in recruitment, selection, and later in supervision.

Typically, agency homemakers (and later homemaker-home health aides)
were drawn from the city's popularion of unskilled workers (about 73 per-
cent of those ¢mployed had at some time received public assistance). What
might be described as a “sct” in recruitment and in employment artitudes
had been established. White collar workers had not worked out well as a
rule; they were poorly adapted o the manual (frequently considered
“menial”) skills required. Usually trainecs drawn from the white collar
group expected to limit themselves to aspects of the work more cleasly
identified with friendly visiting.

In Chinatown, however, there were women working at power machines
in scwing factories, as janitors, in restaurants as kitchen helpers, as occasional
baby sitters, who had been trained in China as nurses or accountants, who
had worked in professions and in managerial capacities. They had had
considerably more education than most of our aides. Many of them came
from a milieu which could clearly be defined as middle and upper-middle
class. The language barrier was their basic limitation. The realization that
such personne! were available came after a channel of communication was
established through Cameron House; but reservations about the usefulness
and adapuability of these women were overcome only with experience.
In all, 23 Chinese women were trained as homemaker-home health aides in
the program. Not all of them stayed the cousse: some subsequently left
for personal reasons (never because of expressed dissatisfaction with the work,
usually because of a change in their housing locale). At its peak there were
17 effective Chinese homemaker-home health aides working in the unit.’

Only two were bilingual. (The fiest worker, hired prior to the initiation
of the training program, became the tlephone intake worker in the Chinese

"There was a substantial staff reduction throughout the agency because of funding
problems in 1969, and another in 1971. Chinese staff was correspondingly reduced.
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unit.) Personnel records with respect o previous background  were  not
always complerad, bur for thowe who provided the egsential information,
fve had been trainad and had been employed as registered nurses in Hong
Kong: one had been the wife of 4 pediatrician (now deceased) in Hong
Rong: vne had been traned and had been employed as an accountane in
Hong Keng: one had worked for years as s buyer in a large Hong Kong
department store. four were high swhool graduates, only two  recorded
clucation as grammar shool only. Several spoke more than one Chinese
dialeer,

It was evident that adapration of raining content for this group nced
not naessarily e in the direction of simplification,  particularly  since
hinguage presented no problems. It was anticipated that the areas of stress
in training content would be in three directions: in adherence o the treatment
plan—particularly as it related 1o reliance on supervision rather than inde-
peudent action; in tolerance for, and scceptance of, individuals of different
social and educational background in need of services, particulasly personal
wervices, and in developing ingenuoity and skill in introducing  “western”
methods of care to 4 previously closed group.

During oricntation period the concept of the agenas, of organized services,
and the nature of this responsibility s it differs from individual effort was
emphasized. This wrea required considerable reemphasis in the course of
supervision. Diflicultics. when they did arise, were rarely related 1o inde-
pendent changes in the cre plan, particularly with respect to personal care.
In this respect, the group differed from the “gencral” staff of homemaker-
home health aides in which staff did occassionally fail 1o understand the im-
portance of scrupulous adherence to medically established orders. The group
as a whole adapred casily to the personal care skills taughr in the hospital
setting and these were, in general, carried over to the indcpendent situation
in the home with considerable case. In one very complicated stroke case the
physician noted:

"Much of the credit (for the patient's recovery) should gotw .. . the
Homemaker-Home Health Aide . . . who followed a very structured and
extensive daily program of physical activity and exercise” The record also
shows the building of confidence in a fearful patient through the development
of a relationship between the homemaker-home health aide and the patient
thar was subtle, delicate and yer very strong—a key factor, really, in the
recovery,

Those areas requiring the greatest emphasis were related to a rather
unusual problem; the problem of gaining acceptance of the services by the
recipicnr and, loss frequently, the problem of the use of authority by the
worker. In the first instance both “class” and the fact that workers were all
women presented some ditficulty. T might be expected thar workers, most
of them in the middle-claws category, might have experienced some reluctance
in accepting the kinds of personal and environnental tasks assigned to them.
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Per anal Care

This was rarely the case. But the elderly, often impoverished recipient of
services frequently found it very difficult to accept such services from
Chinese, particularly from those workers who were from a different social
level. Workers often needed 3 great deal of suppore from the professional
staff to effectively interprec their services as natural to their activities, as
aspects of professional carc, There was also the cultural barrier on the pare of
male fecipients—and mea made up a large percentage of the caseload—
with respect o personal care provided by women. Again, the homemakers
adapted readily o the task of providing these services their persuasive
powers, however, were stringently tested. The “authoritative” approach in
implementing care plans sumetimes required tempering by the professional
staff. The fact thar care had been prescribed and would be beneficial
appeared, sometimes, to be a good reason for imposing ir, rather than
working toward acceptance through understanding the patient. (Achievement
in this area was probably less difficult for this staff than for others with
this same problem),

One of the most difficult problems 10 meet, one that could not be
attributed 0 the cultural background of the workers, was the fact that
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psychological and emotional problems were frequently encountered. Profound
depression (“he says he cats the bread of bitterness™ s, hysteria (“she cries
suddenly”), and the more bicarre aspects of paranoia, are referred  to
repeatedly 1n the records. Patient reassurance took up a large part of the
time spent an the “home,” if many of the miserable cubicles could be so
described. Workers initially had considerable dithoulty with manifestations of
paranoia, Psychological services were available sn the health center, but most
of the patients served by the agenty were clderly and so fearful thae they
would not venture out-of-doors. It is interesting to note, both in records and
in case conferences, the practical approsch 1o these manifestations which
was adopted by the stafl, with guidance from the social worker. One home-
maker paticntly and repeatedly took a patient upstairs to see that her
neighbor had wor bored a bole in the ceiling w spy on her (patiene and
neighbor subsequently became friends, though occasionally the “hole” re-
appeared ) ; othes similar demonstrations of reality occurred, sometimes daily,
sometimes hourly, and occasionally with good, if not sustained cffect. Fear-
fulness on the part of staft when such manifestations were encountered
disappeared. It was stressed always that more serious manifestations must
be immediately reported.

The Unit in the Chinatown Core Area

Beginning in 1906, changes were made in the agency structure which
greatly accelerated the development of services to the Chinese population.
The agency experienced a period of rapid growth, with increased caseload
and the need for increased staff. There was also an increased awareness
of the need 10 become more intimately involved with neighborhoods, par.
ticularly those with cthnic populations. The decision 1o decentralize services
and to establish district offices was particularly cffective for Chinatown, with
its tight inward cultural partern. In 1967, with a staff of 27, the agency
opencd a district office in the heart of Chinatown.! It served both Chinatown
and the North Beach area with a mixed stafl, but the sraff was predominantly
Chinese and the telephone intake was manned by a bilingual Chinese. (Tele-
phone intake is a key post in all home health agencies, since more than
90 perent of referrals are received by relephone: adult service consumers
are rarely ambulatory out of doors and frequently are without family.)

After almost ten years of agency operation with virtually no service to
the Chincse population, “outrcach” had taken the form of community inte-
gration. Chinatown now had its own home health services.

‘This office was maintaining for four years bt was seinterrated along with other
district offices in 1970, By that time the physical lication had become unimporeant,
The scrvices were accepred and used to the fullest extent possible,
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CASE HISTORIES

The following wase summanies have boen chosen ae random from  the
files of the San Franciso Home Health Service.

Mr. F. H. C

This 73 year-oll man was referred i lae 1967 by Self Hedp for the
Elderly. He had been receiving Aid 1o the Towlly Disabled and was trans.
ferred t0 OAS. He was ving in o 1y pical Chinese single man’s unit, a cubicle
of his own, with bath and toilet shared with a large group of similarly-placed
single men.

He was blind and dubetic. He had had numerous cye surgeries and had
become almost torally blind about 4 year prior o the referral. He had
just received an oviction notiie because ot the filthy condition of his living
unit and becsuse of his surly attitude. He was described as o profoundly
depressad recluse. He was reeciving periodic ¢hock-up visits from @ nurse
who sterilized syringes and needles for him for self administeation of insulin,

At the first vint Mr C was found in an unbelievably filthy room covered
with dust and dead cocksoaches. He was extremely resistane o the idea of
any kind of help. The nurse said thar he was harsh, cynical and bitter. He
said he felt he was in prison. Occasionally, he used 4 hot plate in his room
for warming up canned food and the rest of the time, if someone L owug? i,
he ate restavrant food. He made no ettort o follow his diet. He had been
given a contact kens for one cye following his surgery, but had never been
taught to use i

The care plan involved: regular homemaker-home health aide services o
maintain his room, to shop, cook and maintain his dict, to assist with bathing,
to reestablish medical supervision, particularly with his ophthalmologist, and
to encourage walking, particulasly out of doors. He was at first extremely
resistant to any help, but the homemaker-home health aide asrived consistently
and worked to achicve acceptance. A nutritionist was brought in 1o establish
some kind of rational approach to diet. Although Mr. C stated that he
never bathed and used his basin for washing, the condition of his scalp and
skin were such that a tub bath was cssential, but he absolutely refused this
kind of assistance. The homemaker-home health gide, toward the end of
the first month of service said, “He is very timid. He does not want personal
care at this time.”

Seven months later the nurse reported that Mr. C's appearance was
“much betrer although he cannot keep 1o his dicr.” With madical supervision
resumed, he was taught to use and care for his contact Jens, he was able
to see color and certain outlines with one ¢ye, he was given a cane but
was still reluctant to go out.

He was having much difficulty with his public assistance checks: a
Chinese field service worker was assigned o see that these were cashed.
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His personal hygiene was much improvaed; he had accepted assistance
trom the homenmaker-home health aide, including belp with shaving and
care of his scalp.

* He had developed an excellent relationship with both the aide and
field service worker, and when his brother, who lived in another commn,unity,
died and he became extremely depresad, he aaepted assistance from the
sacial worker.

By 1970 Mr. C was going out. With the assistance of the field service
worker, he was able to go o the barher shop and 1o the ophthalmologist.
Twice a week he visited o friend who lived several blocks away and enjoyed
the visits very much. He had become more cheerful, was described  as
“better looking,” and finally accepted assistance with tub bathing. He still
bas considerable ditliculty maintasining his diet,

Setvice is still active and will undoubtedly continue, although the fre-
quency of service which was begun on 3 daily basis has been reduced.

Mss. 8. H. C.

This 88 year-old woman was referred 10 the service by Self Help for the
Elderlv. The proscnting diagnosis was theumatoid  arthritis, bu, following
admission 1o the service and reestablishment of medical care, there was added
to this diagnosis arreriosclerotic heast discase and toxic goiter.

This elderly woman with bound feer was living alone in a cubicle room,
attempting to use the community bath and roiler in the building. Her
husband, who had been a farm laborer, had died some years previously,
and she moved to Chinatown following his death. She received public
assistance. A married daughter who does not live in San Francisco visits
her once a month in order 1o clean her aparement.

Although the diagnosis was nor added, it was apparent thar she suffered
from paranoia. She was extremely fearful, thought her neighbors were trying
to annoy her so that she would move away, thoughe thar they were spying
on her through the walls: becavse of her fears, she lived as a recluse.

Her physical difficultics in using bathing and roiler facilidies, because of
the condition of her feet, were considerable. The community bath was an
impossibility, and she had been atempring sponge bathing.

When medical care was initially proposed. she refused bur was later
persuaded to accept a physician's services. The doctor prescribed a low-salt
dier and medication. He recommended personal care, bathing and shampooing,
and suggested thar every effort be made to reassure her because of her
evident fearfulness. He indicated that she needed a great deal of emotional
suppor;.

In spitc of cfforts t csablish the dier, the homemaker-home health
aide found her cating salted fish, bok choy, and similar food, since
she could noc understand the  sclationship of her dier o her physical
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condition. She needed constant follow-up to keep medical appointments,
and equally constant follow-up with respect to medication and diet. Routine
versonal care in her nwn room was established since it was decided thac
the use of the community bath was indeed dangerous for her.

For some time she continued to fear the people upstairs, she insisted
that they had bored a holc in the cciling, were stealing clectricity from her
and were in other ways attempting to drive her from the building. The
social worker gradually encouraged her to meet the neighbors upstairs, and,
although her parancia occasionally recurred, she developed a kind of relarion-
ship with them.

She was provided with a cane and was encouraged in gait training.
She needed persistent supervision because she would suddenly decide to
stop taking her inedication. The social worker e¢mphasized that her
homemaker-home health aide must not be changed, and she developed a
relationship with the aide. There was gradual but steady cffort to develop
her interest in the Senior Center, since she had no friends in Chinarown and
saw her daughter only once a month.
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By May 1969 the following comment appears in the record: “Mrs. C.
has developed a strong interest in the Semior Center, she has become
ambulatory with a canc, ber social life is greatly improved, she has gained
weight, and a note was added, “purchased wig and har for Mrs. C."

In December 1969, Mrs. C was moved into a Senior Citizens' Housing
Project with private barth and electric stove. She was described as delusional
occasionally but more relaxed, and the physician commented that she needs
someone o listen to her when she has suspicions about people taking things.
The homemaker-home health aide routinely double checks her lock and door.

Home visit, January 1970: “Mrs. C was up and about, dressed very neatly
and ready to go 2 a pasty in the building. She seemed relaxed and pleasant.
She sees her daughter every two months and does her own personal care.
Service has been reduced to once a week primarily for emotional support
and geaeral supervision. Although she seems to have varisble periods of
mild hallucination, she scems to be enjoying life otherwise. Her physical
condition is greatly improved, she has a good appetite, and service will be
continued on a maintenance basis.”

Mrs. C. P. K. F.

This 63 year-old woman was referred to the service by Chinese Hospital,
prior o discharge in Seprember 1969. She and her husband immigraced
from Hong Kong several years ago. Her husband was a teacher in China
and the couple has eight children, all of whom live in other cities. Mr. F
had been going ro school every morning to study English and was working
as a restaurant helper in the evenings.

Mss. F's diagnosis was CVA with right hemiplegia. When she was
visited in the hospital, she was completely bedfast, incontinent, both for
bladder and bowel function, prufoundly depressed. Her husband, who was
obviously devoted to her, was very apprehensive, and the comment was
made, “"He will need a lot of support.”

A plan wac esmblished for bed bath, shampoo and passive exercises
with the objective of eventually reestablishing ambulation and supporting
the restoration of maximum function in activities of daily living. Care was
to be daily.

The record for this woman and her elderly husband over a period of two
years is the record of a persistent and concerned approach and a well-planned
attack to achieve treatment goals. We see the encouragement to atrempt
passive exercises, the progress from bed to chair, the bowel and bladder train-
ing, a move to better housing where toilet facilities are private rather than
shared, and where the availability of an elevaror held out the prospect of
movement out of the house,

We see the establishment of ambulation with short leg braces and a
quadraplegic cane, assistance in moving about the spartment, and finslly,
assistance in outside ambuation.
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The physicians comments: “She v making excellent progross in all
areas. " We huve obtained a0 whed Juir for Mrs, F” “Mrs. F has begun
to follow range ot moton oxercises with interest.”

Then, as her physical sttuation saums o improve, there iv o period
of profound deprossion and persistent cfforts by the social worker o on-
votmage and suppore her

The quotations wonunue  Mis B oaan manage 4 tew sturs with help.”
“Mrs. F i complercly independent i ambulation indoors.” Mrs. F owalks
without 1 cane for half a block.” “Mrs. F now uses the kitchen and stands
at the stove for more than 20 minues.” “Mrs. F is independent in most
ativities of daily living” “Mrs. F dresses herseli and can get in and out of
the tub with minimal asistame ™ "M, Foattends church every Sunday.”
And there iv 4 comment from the physician “Much of the credit for the
paticng’s recovery shoald go to her husband and o Mrs. K, the homemaker-
home health aide of the San Francasco Homemaker Service, who followed a
very structured and extensive daily program of support, physical activity
and exercises.”

In the course of this two-year program, the services of the social
worker, the nurse, the physical thesapist, the occupational therapise, the
autritionist, and e homemaker-home health aide were coordinated in a
progressive program which asistad this family.* using the homemaker-home
health aide as the focal person. All personnel except the occupational thera-
pist and the physical therapist were Chinese-speaking: the record is one of
sustained  involvement, wtilizing 2 sensitive, intelligent, and  concerned
homemaker-home health aide throughout as the key person in the program.

The fact that 4 tightly-coordinited Chinese staff provided the services
accounts almost entisely for the excellent results in what was initially a
sttuation with a poor prognosis.

REFERRALS AND SERVICE
Referrals

Slow Dbeginnings are ousually the rulc when new  service territory s
developed. Since the mow tertony an this instance was s traditionally
fixed in its isolition from ctabhshad community resourees, the most: guarded
and gradual acceprance of honwe health services by the Chinese population
wis anticipated.

“Kitchen and baths omoan the gl apartment were moditied with cquipment
planned by the saff wnd obtained b the sconey The tanter to a housng project,
where better tacilites were asadable, way prepared tor and  accomplished with the
program established for Mre K.
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It soon became evident that this expectation would nor be supported by
face. Referrals came immediately and e o rapidly accclerating race, almost
from the day ot cmployient of the fire Chinesespeaking worker. New
referrals in 1967 —the first full year of service by the Chinese unit—totalled
85, and continued at this rate through 1971 (Except for 1968 when there
was a period of financial retrenchment in the agency.)

A total of 419 Chincse referrals came 1o the ageney during the period
of this review  (lue 1900 through 1971, representing 527 individuals,
(Data in this review cover the “referred family member.” Agency policy,
however, extends services o all members of the houschold who  may
effcrively utilize srvices under the initial plan of care.) Acceptance for
service of Chinese referrals was twice as high as acceprance in the agency's
non-Chinese populition. Two-thirds of the Chinese referrals were accepred.
Almost all homemaker-home health aide programs aceept about one-third
of their referrals, and this pattern has been fairly consistent in the San
Francisco agency. This rate of acceptance was, as might be expected, caused
by the years in which no resources had been available and 1o the consissent
story of shacking negleet in correctible situations, which appeared” in the
referral historics. The scasons for wor providing service also difered con-
siderably from those in the general agency population, The agency classifies
as reasons for not providing services those referrals which are properly the
responsibility of other agencies; those in which the level of service is “be-
yond agency policy”—ic., 2i-hour service: services unrelated to home health
or requiring care which is not feasible in the home environment; and
“other"—usually an inquiry which is for information only or the development
of other plans cither by the applicant or by others. This category “other,” in
the gencral cascload, accounts for slightly more than onc-half of the referrals
for which scrvice is not provided. Of the Chinese referrals, however, slightly
more than two-thirds of those nor provided agency services fell into chis
“other” category. In this group almost 25 percent of the families refused
service, stating as the reason thar “they did not want a strange person,” and
in almost an cqual percentage this reason was implicd. In another 15 percent
other plans were made on an emergency basis by the agency saff at the
point of intake: cither immediate hospitalization or immediate admission
to a 2i-hour facility. A number required services unrelated 0 home care—
usually access 1o other services such as public assistance, clinic care, ctc,
The staff of the unit almost invariably made the necessary  arrangements
and did the necessary followup. Agency  -aff also, at the point of intake,
found full-time and live-in atendants in the Chinese population where this
was the service required.

The Families

Slightly more than onc-half of the Chinese population of San Francisco
is male. This pattern is also reflected in the referrals for service: about
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$5 percent of the referrals accepeed for service were male.

This is in marked contrast with the consistent pattern in the gencral
agency population. Of gencral agency referrals, 75 percent are for women.
This ratio of males to females is even more seriking when age groupings
are considered. The major age group served by the agency over the years
has been the 65 to 79 category (in 1966 slightly more than onc-half of the
accepted referrals were in this age range) and slightly more than three-
fourths were women. In Chinese accepted referrals in the same age grouping,
this rario wae reversed; in Chinese referrals in this same age group there was
almost a 50-50 ratio of women to men.

This sex diseribution is related to the pattern of immigration of Chinese
to the United States, which initially stressed male immigration for reasons
related ro the economy and prejudice of the host country. The final resule—
a group of helpless, clderly Chinese men, living in isolation and acute
discomfort—became the problem which the agency attacked.

Living Arrangements
In the general agency, population living arrangements of the referred
family member are classified as “living with spouse.” “living alonc” “living
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with other wlule relaims, and other arrangement” This - classification
could not be nade i sctoerds tor the Chimese: population, since relationships
were diticndt oo docimunc Indoadids ved with others of the same family
name, not aecessanby roated e Waaorn sose ot the nudear family;
there were sometimes tecnage and voung adules “living”™ with elderly
grandparents. withour parents ot the appropriate age e the unie there
were mere trogaonh satoeens o which two or more dderly Chinese
lived rageher becanse of honsiag and economic problems without the ties of
cither Dlood v tricndship o she bass tor the arrangement. The fact chag
individuals are racorded as hving with others” does ot therefore, imply
sapport of o family group.

Living arrangements o the Chinee population were simply classified as
“aone or with others e Gomld not be asamied that the protecrive cdlements
of family or foiend existoin the Lirter group.

Twosthirds ot the aceepred reterrals an the onerndd popadation seeved
by the agency represent pesons living alone, with women outnumbering
Mot consistently, I the GSand-older groups in the von-Chinese popalation
more than adt of thew iving done were womnen. In the Chinese referrals
those “alone’ i the hiera] wnse represented only about one-half of the total
group, bur e, mien e s alder age group who lived alone, including
those agad 90 and over, substanoally outnumbered women,

The Presenting Problem

As o al m-bome senvce agendies. the primary preseniing problem s
illncss. the agenay's tradinonal cmphasis upon services 1o the adule population
has tended 1o encourage adule referrals and diagnostic problems associated
with aging have boen the primary presenting problems in referrals received.
Chinese referral i the younger age groups Cless than 64 years of age) pre-
sentad oo wide varicy of presenting problems: child are during the mother's
copfinement. tractires,  overe nutritional problems,  respiratory  problems,
postsurgical care tor acure conditions, discases of the digestive trace (gall
stones, ulers oo malignanaes. I the older age group the pattern of multiple,
major disabuditios appear as they doin the general ageney population: heart
discase, hypertansion, and corebroaascular acddents present the largese group-
ing. Iodividual Gase revtew av willl as objective data show an important
ditferenie nagaxy poliy with respect 1o CVA'S in the Chinese pupulation,
mamcly aceptanee of the Chincse panenr with even very severe problems,
wherever possible. m view of the great disficulty in making acceprable plans
for other care. The records show the most remarkahle ingenuity, investment
of ume and of ettort, with cqually remarkable resalts in many of these
sitwation Didhores, in the accepted reforrals, appears mach more frequently
i the Chinese populition - 21 percent of accepted referrals in the Chinese
population, 1) percent i the gencra! agena population . The third major
category for the Chinese population was cencer. Arthritis and  rheumatism
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were not so frequently reported. but it should be stressed that, during these
years, referrals were made for what might be considered only the most
urgent, the most catastrophic problems.

The effort to provide care in sitations which might have been referred
clsewhere, if there had been an “clsewhere” for these drastically il individuals,
make comparisons with the general agency population very difheult. Agency
policy in the Chincse unit was applicd with the greatest clasticity, and pro-
duced ample evidence that a good deal more can be provided in the home
in the way of cticerive service than is normally considered possible.

The Pattern of Service

The Chincse-referred family members along with members of houschold
units who were in need of siulrancous services, frequently for equally
serious problems, reccived more than 130,000 hours of  bomemaker-home
health aide service dusing the period reviewed. This figure does not include
professional visits for sssessment and care by nurse, social worker, occupa-
tional therapist, physical therapise: specch, nutrition, and field service workers.
It does not include professional visits for assessment, planning, and follow-up
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when refurrals were oz aceepted for service, “Visits.” with respect 1o pro-
fewstonal sttt o oor present the otl praure of planning, scarching for
referral sources, conterences, and other wordinating cttorts. Staff reports indi-
cate that the investment of professional time was probably twice as high for
the Chinese population as for the general population,

The patern of homemaker-home health aide service established ar incake
provided service tor more than three days a4 week in more than one-third of
the scheduled service plans for the Chinese referrals, as compared with one-
fourth in the gencral ageney population. More than one-fourth of the
Chinese referrals received substantial service twice weekly (in a proportion
smilar t0 the non-Chinese population ;. one-thitd of the Chinese referrals
reccived once weekly senvice compared with almost one-half in the general
agecy population. Length of service was not abulared. (When a random
selection of Gives was reviewad, longeterm sustaining service for two or
more years once weekly appeared o be prevaient.y Slightdy  more  than
10 percent of the referrals were weepted for professional service (usually
nursing caser only: supportive services in these situations were provided
by others in the houschold,

It is ditficult to draw conclusions concerning the Chinese population
served Iy the agency during the first five years of the service except for
the single conclusion thar the services were provided o 2 selecred group—
selected by the urgency of need and long neglect. The prevalence of elderly,
very sick individuals, particularly of single men living in isolation and
without care or human contac, is what is most striking in the case review.
Conclusions abour the special needs of this group if they are significantly
different from those of other groups of older sick individuals could be drawn
oaly after the needed community services which are now being established
have been availuble 1o the Chinese population in adequate quantity over a
long enough period of time. The major conclusion is obvious: the crisis
approach must be replaced by on-going care services with cmphasis on
prevention in other arcas as well as in health care

What Was Achieved

“There is no question that the delivery of services in the home by the
ageney opened up Chinatown in some very important ways.”

“Lots of things have happened to improve the health services in Chinatown.
But we were there firer, And we paved the way.”

The first statement was made by the Health Officer in District IV. The
sceond by the agency’s first Chinese social worker. When his statement was
sepeated 1o the health officer, she agreed.

The achievements in terms of volume and range of scrvices, where there
were no services before, are imporant. It is more interesting to see them
in human terms and in tcrms of cultural changes as they affect the future of
the populiation.
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In human terms there is the example of an clderly Chinese man who
had ot left his room for six years and is now walking the crowded streets
of Chinatown. More gemerally, two importane changes have taken place.
The “opening up” process, the development of an accepted and fuctioning
channel to health care for the Chinese, is now being sustined through
relationships to the agency’s services and to newly developed health and
social resources m the ared. There is now 4 free clinic in the area and an
outpatient department in the Chinese Hospital, and 27 new agencies have
been initiated since 1965. The swcond and equally imporrant development
is the effecct of a demonstration of effcctive services delivered in the home
upon current and future plans in Chinatown. New services adapted to the
provision of care within the area will be expanded through the recently
funded An Lok project which will become 4 combination of in-bome-services,
extended care facility, and acute care services in 2 coordinated service group
within the ares. Within this complex, the home health agency will function
as one of the basic units of care, care which, despite the limitations of
miscrable howsing, cconomic deprivation, and complex health problems, has
been acknowledged as cftective and acceprable in the Chinese community.

The key clements in the suceess of the services are best described by
agency staff:

“The women mostly came from different backgrounds than cheir clients.
They were mostly middle class. But they needed the work and the money
and this was the only related field they could go into. They needed a lot of
education and support bur after they began to understand the work they
were the ones who knew the problems of the people. Communication had
been the biggest problem and now that wasn't a problem any more.

“The clients needed 4 lot of education, too, about medical care and food
and how to ger services. Bur they felt more comfortable. They would really
tell the homemakers what their problems were. . . .

“We did a grear deal of health education and intervention. We really
believe that this population gets better at home. They have their own food
and they don't have to go to a strange place far away. . . .

“There was a rauch better acceptance of health care. They were willing
to go to the doctor after a while. . . .

“There was motivation for other things, too . . . not only for health care.
They were willing 10 join with groups . . . to go out . ..

“Some of the fear, Westerners don't understand. There is a fear of
disease, a fear of communicability. This affected family suppor-—and we
got more of that support when they understood. . . .

“When we began to develop the team work approach the docrors, par-
ticularly the younger doctors in Chinatown, became aware. They got
interested. . . .

“Home Health was the first to bridge the health care gap in Chinatown
in a way they could accept.
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“The anly problim v the money thing Thay acad o bt of sorviees.
And woncy T the bipgest prioesy,

The mouey thag nomdeed o problom. Snc 1908 the ageney i
boen foredd 1o reduce ity service drastically- -those m CChinaown along with
those 1 the whole communmity . The tecivesions of sorviees in the bomw
have been demonstrated but are sadl poorly s road,

The dovddopment ot wrviios o b Chinae population, despite tinancial
limitazions, has been rewarding and valeable Lsons huve boen fearned:

If asingle sigmiticant doasen mthe developrien: of the serviees were 1o
be adentindd, it would undoubtedh he e dooston 1o stant with Chinese
staff, i Chinagown, providing the necesany suppore and wostaming an e
tde of willingness o o trom both st and consaniers. While this
appears to be aoample and obs oo conclosion. st was ot s stmple i the
implementation of the swrvice Boamvalvad rdianee on the Key bilingual
professionals to tranvmie W4 aspons o ageing wrvice-—policy, objcctives,
personnel pracuces, and sonvice phibsoply, o 4 group of workers who
culd be reached endy through thosw professionals. Teoimobved 4 grear offors
i the adaptation of redining programe, matcrials, and care patrerns o the
Chinese statf and 1o the noeeds of the wommuniny and 1o adapt tlexibly 1o
those neads cro stretch policy as far a0 wenh go o §e sl mvolved a
willingoes 1o gom with the amerging doments of the Chinese population—
fo do the kind of comiouniy organation thar i so coontal o the future
of the Chinese commuygity. ) o ‘

The extension of iffleme wrviedd 1o Chinatown aaild nover uve e
undertaken by the agency adone Trorecaved a grear deal of sapport from the
Health Department of Sun Franasco, parncalaely e Districr IV Healeh
Center sl from the Countd of Churches and Cameron House; and from
the unusually cftective st of the Leonomic Opportamey Committee-funded
Sclf Hulp for the Elderly. The An Lok projoc. of which the home health
Agency 15 4 part, and the ettores which are boing muade by o new and aggressive
Chincse communal approach are only o« heginning, bor such hegimungs offer
the Best hope for the future of the Chinesd communiry,
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